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Background/Aims: Rehabilitation professionals can be members of 
international emergency responding medical teams after a natural disaster or 
following conflict. There is little research that explores the experiences of 
rehabilitation professionals who participate in these short-term emergency 
responses. The aim of this study was to explore the experiences of rehabilitation 
professionals, specifically those of occupational therapists and physiotherapists. 
Objectives included examining personal and professional development 
opportunities, and how these experiences might inform future responses and 
the rehabilitation professional role. 
Methods: A phenomenological approach was undertaken. Eight semi-structured 
interviews were carried out with rehabilitation professionals who had worked as 
part of short-term response following conflict or sudden-onset disaster. 
Transcriptions were analysed using thematic analysis. 
Findings: Two main themes and subsequent subthemes emerged. Theme 1 was 
challenges, with subthemes: an emotional journey; have I made a difference; 
and cultural and contextual awareness. Theme 2 was opportunities, with 
subthemes: a short-term response; working together; and developing skills and 
knowledge. 
Conclusions: The experiences of UK-based rehabilitation professionals on short- 
term rotational responses as part of an emergency specialised rehabilitation 
team were overall positive. Challenges have implications for developing future 
pre- and post-response training and support. Further research is recommended 
to determine the contribution of these responses and to continue to develop 
understanding of the rehabilitation professional role in a responding specialised 
rehabilitation team. 






Rehabilitation is increasingly recognised as a necessary aspect of medical 
and patient-centred care following emergencies, particularly sudden-onset 
disasters 
which can result in a surge of traumatic injuries (World Health Organization (WHO), 2016). 
 
The WHO (2016) has emphasised the importance and relevance of  
rehabilitation, the lack of which can adversely affect local individuals, families 
and communities. The WHO also stress the need for emergency medical teams 
to provide rehabilitation services post disaster to minimise the potential 
legacy of long term disability; a specialised care team for rehabilitation is now 
recommended as a minimum standard (WHO, 2016). 
An emergency medical team now responds to large-scale emergencies overseas following a 
sudden-onset disaster or humanitarian crisis. Emergency medical teams are groups of 
health professionals that treat patients affected by an emergency or disaster. A sudden- 
onset disaster is currently defined by the WHO (2018) as both ‘natural’ 
disasters (e.g. earthquakes, hurricanes, floods) and man-made or ‘complex’ 
disasters (e.g. sudden conflict situations arising from varied political factors) 
for which there is little or no warning. Harrison (2007) and Norton et al (2013) 
stress the importance of a timely response of relevant health professionals to 
these disasters has become more prominent. 
Research has highlighted the necessity for rehabilitation 
professionals in countries where local healthcare professionals may be 
low in numbers or lack necessary specialist knowledge and skills to cope 
with rehabilitation following a disaster (Redmond et al, 2011; The Sphere 
Project, 2011; Gowing et al, 2017). Rehabilitation professionals are well 
placed to address additional social and cultural barriers that are likely to 
exist in emergency situations (WHO, 2016). Within an emergency medical 
team, the WHO (2016) described rehabilitation professionals as covering 
a range of professionals including physiotherapists, occupational 
therapists, orthotics and prosthetics, speech and language therapists and 
rehabilitation nurses. 
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Previous research has identified experiences of medical personnel 
and health professionals working in conflict situations, and after hurricanes 
or earthquakes. A range of issues associated with responses were 
highlighted including motivation to respond, preparedness and role 
(Harrison, 2007; Klappa et al., 2010; Stangeland, 2010; Gowing et al 2017), 
challenges with coping, reintegration on homecoming (Rivers et al 2013; 
Kelly et al, 2014; Brooks et al 2015), and perceptions of personal and 
professional benefits gained (Scanell-Desch and Doherty, 2010; Richardson 
and Ardagh, 2013). However limited literature refers to short-term 
responses or the experiences of rehabilitation professionals. 
At the time of this study most rehabilitation professionals in the UK 
responding to a sudden-onset disaster were physiotherapists, occupational 
therapists or rehabilitation nurses. Most were employees of the National Health 
Service requiring special leave to work in disaster areas for periods of two to 
three weeks. 
Potential responding rehabilitation professionals were prepared by a UK 
Non-Governmental Organisation (NGO) with humanitarian training and 
concentrated updates in specialist clinical areas in the context of a post-disaster 
situation. On return to the UK following the response, all rehabilitation 
professionals received a team debrief from the UK NGO personnel which 
included, for example, information on total numbers of patients seen. In 
addition, responders were offered a one-to-one debrief, received an online 
health check and elective psychological support. 
 
Following requests by in-country host organisations and local partners, 
four teams of rehabilitation professionals (a total of 4-6 per team) went in 
rotation to Gaza in 2014 post conflict, and three to Nepal in 2015 after the 
earthquake  and were embedded into the countries’ responses. The profiles of 
the responding teams were selected to provide short-term local clinical 
capacity building in relation to specialism needs e.g. spinal cord injury, 
amputees. Members of the responding teams worked alongside local 
physiotherapists, occupational therapists, nurses, prosthetists and social 
workers in hospitals, rehabilitation facilities, in patients’ homes and in the 
community. In addition, technical training and education was provided ‘at the 
bedside’ and through seminars. 
 
In total, each response (made up of successive teams) lasted up to approximately 
three months. There was a designated team lead and rehabilitation co-ordinator who 
provided leadership for the whole response period. 
 
AIM 
The aim of this study was to explore the experiences of rehabilitation professionals – 
specifically physiotherapists and occupational therapists – on the short-term 
responses described earlier. Objectives include examining associated personal and 
professional development and how these experiences might inform subsequent 
training and development of future rehabilitation teams and the role of the 




A phenomenological approach was used, using semi-structured interviews with 
open- ended questions, to explore the experiences of rehabilitation professionals 




Participants were recruited via the UK Chartered Society of Physiotherapy (CSP) 
professional network ADAPT, the Continuing Professional Development professional 
network for Chartered Physiotherapists (and Occupational Therapists) in 
International Health and Development, with an invitation to participate. 
To be eligible for the study participants had to be rehabilitation professionals with 
experience working as part of a short-term emergency response overseas. Overall, 14 
rehabilitation professionals replied. A total of 10 were recruited to this study on a first 
reply basis. Out of the 10 rehabilitation professionals, 2 were unable to undertake the 
interview for logistical reasons and did not take part. The other 4 did not correspond 
following their initial reply to the study, for reasons unknown. Creswell (2015) 
recommends that three to ten participants is a sufficient sample size for studies using a 
qualitative phenomenological approach. 
The eight rehabilitation participants were aged between 29 and 44 years of age and 
had worked across various health specialisations within the UK before responding overseas. 
All participants went to Gaza or Nepal, or both. Three participants had previously worked 
overseas. The length of each response for each participant ranged from 2-3 weeks. All 




The Faculty Research Ethics Committee (FREC) at Kingston University and St 
George’s University of London granted approval for this research (approval 
number FREC2016-06-001). All participants signed informed consent forms. 
 
Procedure 
All of the final eight participants (six physiotherapists and two occupational 
therapists) provided written informed consent before interview. Two 
researchers (MJC and RVB) undertook the semi-structured interviews. 
Interviews were guided by specific questions and further prompts to gain 
greater depth and detail (Table 1). 
For participant convenience, seven interviews were undertaken using the 
electronic telephone platform Skype and one was completed face-to-face. 
Interviews took place between September 2016 and January 2017 and lasted 
between 40 and 90 minutes. Interviews were audio recorded and later 
transcribed ‘verbatim’. Both researchers kept post-interview field notes 
during the data collection phase. 
The researchers individually reviewed all the transcripts by reading 
and re-reading each script. Responses were grouped together into like-
categories. The researchers followed a thematic approach as outlined by 
Pitney and Parker (2009). A process of coding and identifying initial 
categories was undertaken. 
Multiple themes were ascribed initially before the final thematic categories 
emerged. Emerging themes were then compared and contrasted by both 
researchers until final major and minor themes were agreed. This process, 















Two main themes with subthemes representing commonalities emerged: 
 
 
 Challenges associated with the overseas response. 
 
 Opportunities during and following the overseas response. 
 
Challenges associated with overseas response 
Participants experienced emotional challenges associated with responding, 
with clinical effectiveness, and in relation to culture and context. Subthemes 
were identified as 
 
 An emotional journey 
 
 
 Have I made a difference 
 
 
 Cultural and contextual awareness 
 
An emotional journey 
Participants described varying emotions during their response while 
overseas and these feelings appeared to change depending on the stage of 
this journey (pre, during or post response). 
When questioned about their feelings at being selected to join a team, 
participants expressed excitement at the prospect, especially if there was 
previous familiarity or experience of working in that country. Equally, 
participants conveyed apprehension before leaving the UK as the 
circumstances and what lay ahead was unknown. 
"I guess a mixture of excitement and a little bit of fear; a healthy 
dose of fear ... I was really looking forward to going to Gaza but 
obviously it was a big unknown. But my overall feeling of the 
whole scenario [response] was that it was going to be a good 
thing and I was looking forward to going." (P3) 
 
Participants identified feelings of self-doubt, questioning their own 
ability and describing feelings of surprise when6being selected for the 
response. There was a sense of guilt as some participants were leaving a 
workforce that was under pressure. 
 
"It was tricky getting work to come alongside it and understand 
what I was doing. They wanted to support me but there was a 
feeling of guilt around it, that I was choosing to go and, 
potentially, my colleagues wouldn't have any staffing cover, 
even though it was going to be annual leave in the end. Then 
also, the whole feelings of, am I skilled enough for what is 
needed? I was keen to go, but will I be good enough for the job 
and am I wasting people's money and time and the people that 
actually needed it, could they get better therapy input?" (P8) 
 
 
All rehabilitation professionals discussed the emotional challenges faced. Those 
who had responded, specifically following the Gaza crisis, found their experience more 
emotionally distressing. 
 
"It was more emotionally challenging then I thought it was going to 
be. I found it really distressing just to see [Gaza]. I think you see it so 
much on the TV, maybe we've become a little bit... desensitised to it. 
But when you're actually there and you genuinely see what's going 
on [it was difficult to process]." (P4) 
 
Self-expectations affected the confidence of younger participants with less clinical 
experience, one feeling initially in awe of the experience of a fellow team member. On 
reflection however, participants acknowledged that their confidence (personal and 
professional) grew during the response, in addition to recognising and appreciating the 
value and skill each individual added to the team. 
 
"Definitely very grateful to have met the people that I did, that 
were on my team, and they probably have had more of an impact 
on my professional life that the actual work we did because it's 











On return, the majority of rehabilitation professionals described comfortably settling back 
into work and home life routine. However, their perspectives had changed. 
 
"I think it [the experience] maybe gave me a bit of 
perspective in that the life that I was living and how 
different that could be depending on where you were in 
the world and what situation you're in. I think that really 
brought home to me ... just to try to make sure to really 
live life. That was what I felt when I came 
back from Gaza ... I felt liberated ... I came back with a new 
lease of life, I felt like I had a new energy to my work, almost 
thinking outside the box" (P5) 
 
Some participants described struggling to cope on their return home, describing low mood 
and feelings of detachment. 
 
"People were very supportive, people were interested 
but didn't really understand what I'd been doing and I 
found that quite difficult, and I didn't really want to talk 
about it, either. That was quite difficult in the work 
situation ... that affected me quite a bit when I came 
back from Gaza in the fact that I had a bit of a low point 
about two weeks after ... I'd kind of 
shut myself away a bit to stop people talking to me about it." (P5) 
 
 
Returning to the UK prompted some to have thoughts about the value of their short 
response period and what had been achieved. 
 
"There were some just really, really lovely patients ... I 
was really sad to leave ... they had a music group going ... 
this beautiful Buddhist music and I bawled my eyes out 
[cried a lot] as we left. It's such a short period of time; 
you were just getting started really and then you leave so 
you wonder, well, how much point was that? How much 






Have I made a difference? 
 
A key aim for the rehabilitation response team is to increase the local capacity for treating the surge 
of injured people in the short-term, by working with local therapy teams to provide clinical care, and 
supporting practice with training as necessary to achieve optimal clinical outcome. Participants 
expressed some frustration in accomplishing this, both logistically as well as clinically. 
 
"There were definitely challenges just on a practical level; when we got there 
[Nepal], they obviously had a lot of extra patients and a lot of them were 
from the same region so they had very similar names. There'd been a lot of 
bed movement and there wasn't an up-to-date list of where patients were. 
Because there was a lot of family there as well, it was quite chaotic so just 
actually finding patients was difficult. Because I didn't have much language to 
go from, that was a challenge just logistically." (P1) 
 
"You're not sure exactly what's happened with the patient before and you're 
not sure what's going to happen with the patient afterwards... and you can't 
really follow up what happens later on. So I think that was ... in retrospect that 
was frustrating" (P7) 
 
Having a clear role for the response period was important and participants valued this as key to 
ensuring that the response was clinically effective. Participants had mixed perceptions on what they 
viewed their own professional role to be, expectations of the role, and whether it was possible to 
evaluate the effectiveness of their interventions. For some, the focus of their response was clear 
from the outset. For others this became clearer as the response progressed. 
 
"We had a very, very well-defined remit, which meant in a short space of time it 
was very clear-cut what you were expected to do. We were at one centre with a 
very clear mandate of training some new staff (local) that they'd recruited to 
help just with the increase in numbers and then just to give any support we 
could in terms of just managing the big influx of patients that they were going 
through." (P2) 
 
I found Nepal quite difficult in - from a clinical point of view - in that I wasn't 
really ever sure of what my aim was while I was there, what I was trying to 
achieve. Not me personally, but as us, being there, why we were there ... but 
really what was our main focus? We did have a clearer aim when we left and 
we knew that there were other teams following us out we knew we had set 
objectives for them. We knew what they potentially should be working on, we 
had identified that." (P5) 
 
10  
While participants believed that their intervention in the short term was most likely to be of some 
benefit (both directly for patients and indirectly via training local staff), some questioned whether 
their input would be of benefit over the longer term and questioned the value of their contribution. 
The time-frame was a difficult issue and expectations of what could be achieved during this period 
varied between the responding team and the in-country local team. Despite a succession of 
rotations within an overall response and continuity via a team lead, there was a sense (felt by some 
participants) that in-country colleagues viewed each rotation as too short. 
 
"It's such a short period of time; you were just getting started really and then 
you leave so you wonder, well, how much point was that? How much did I 
really contribute?" (P1) 
 
"Although we were only there for a short term we were handing on to 
another team. That was one of the things that the staff were a bit - they [in-
country team] weren't particularly negative, they didn't say bad things, but I 
got the feeling that they wished we were there for longer and that they 
didn't think that two weeks was enough" (P3) 
 
 
Cultural and contextual awareness 
An appreciation of the culture, language and local knowledge through previous 
experience was felt to be an advantage by participants. For most, responding to an unfamiliar country was 
met with cultural challenges, including language, local custom and practice. 
 
"I think it's very important to be able to greet people in their local language and 
have a better understanding of the local customs ... I was helped that I'd been to 
Nepal before and worked there. So, in terms of the customs, culture and the 
people, I found it easy transitioning in and it was such a joy to go back." (P7) 
 
"I think something that's lacking is that you don't really get to know the people and 
you don't really know exactly what they think of you because, one, you're there for a 
short time, so that brings a little bit of frustration, but secondly you don't speak their 
language so you don't understand exactly what they're thinking or the tone of voice or 
anything like that. So there is a lot that is missed." (P8) 
 
Working with clinically complex cases in an unknown, often poorly resourced environment, and with new 
and unfamiliar clinical colleagues was specifically stressful and challenging. And, for some, the responsibility 
of taking clinical decisions was testing. 
 
"There was an incident where one of the patients became quite unwell. She couldn't 
breathe, she was in respiratory distress. We had very little to work with; the power 
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was off at the time and the oxygen tanks were empty. We could only find two pairs 
of nasal prongs for the whole place and they were really dirty." (P1) 
 
"We didn't have the diagnostic tools we would normally have ... like operation notes 
and guidelines, precautions, contraindications from the surgeons ... not having these 
guidelines was difficult, we were much more autonomous, which for me was quite 
difficult..." (P5) 
 
Opportunities during and following overseas response 
The overseas experience provided opportunities for participants, notably in terms 
of personal and professional development. New prospects arose, with different practice, roles and 
responsibilities. Subthemes were identified as: 
 
 A short-term response 
 Working together 
 Developing skills and knowledge 
 
A short-term response 
Despite some apprehension participants relished the opportunity to be part of the rehabilitation team. 
They were eager to travel overseas to use and share their clinical skills to help others in need, meet new 
people, gain insight and understanding of other cultures, and welcomed the chance to develop 
professionally and personally. 
 
"I'd always wanted to work in a disaster situation or in a low-income country, but I 
suppose I couldn't really make the commitment in my personal life because a lot of the 
opportunities there are quite long term. So it really appealed to me ... the opportunities 
that might come from it and the fact that it would be short-term and just all the training 
really and getting to meet and network with people who've had that experience. It's why 
I've joined." (P1) 
 
Participants particularly valued the short-term opportunity, expressing that this was more suited to their 
lifestyle, as well as being a key factor in influencing whether their employer (mainly the NHS) would 
support their release. 
 
Working together 
Before travelling overseas participants appreciated meeting those who would be in the same team. Equally, 
the opportunity to liaise with team leads and others who had previously responded in an earlier team was 
valued: 
 
"I knew I got on with them [during training] ... it was nice to have a name for a face. Also 
one of the girls was very experienced so I felt totally safe with her, knew that whatever 
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happened she'd keep us right [doing the right thing]. We'd had so much preparation from 
[team leader] and had loads of prep before the first deployment and then loads of prep 
with group Skype chats ... so I felt I couldn't have been any more prepared." (P3) 
 
"It was a really nice balance with the other physio who had a lot more experience. She also 
has done lots of work overseas, including in Nepal, so she spoke Nepalese. So we kind of 
fell into this role where I ended up being quite good at the organisation side of things and 
working out the prioritisation. She was great at just getting in there with the Nepalese and 
some of the more challenging patients with whom language was really useful. So we just 
worked together on that, which was great." (P1) 
 
The balance of clinical knowledge and experience within the teams was appreciated especially when 
managing complex clinical presentations or prioritising workload. Peer support, trust and camaraderie 
were positively expressed by all and this helped team members to cope with challenging circumstances. 
Having excellent team leadership was emphasised as a necessity and valued within and beyond the clinical 
context. 
 
"I think the team lead is absolutely crucial ... without a super-strong team leader, I don't 
think it would've worked as well. I really appreciated the support trying to get a SIM card to 
keep in touch with my family ... those little things a team leader did make such a 
difference." (P2) 
 
Working relationships with in-country colleagues developed and was a highlight of the experience. 
 
"They [in-country therapists] were great to work with ... I think we bonded quite well as a 
team. We made some good friends, we had a lot of fun together actually." (P1) 
 
Developing skills and knowledge 
Participants acknowledged that the experience had significantly contributed to enhancing clinical 
and professional practice. 
In anticipation of being a member of a team, all rehabilitation professionals underwent specific 
formal training and preparation. Participants all commented on the value of attending the entire training 
offered, including the opportunity to attend specific training required for a particular response; one 
participant discussed the importance of the hostile environment awareness training before visiting Gaza, 
appreciating this as reassuring and necessary. 
 
"So just before deployment we had training on going into 
- what's the word - hostile environments ... which was 
absolutely fantastic and made you have the skills and 







There was an appreciation that substantial learning occurs in-country and team 
members needed to be flexible and adaptable to deal with constant changing circumstances. 
Furthermore, clinical work overseas was recognised as being different compared to practice 
within the UK. 
"You can go so far in being prepped for it before you go 
over but, actually, a lot of it, you have to be there and share 
and see what the dynamics are. There's change in therapists 
or change in some of the staffing at headquarters ... or 
political situations, whatever it may be or areas [places] 
that you can go to or not, the next day. So you've got to be 
very adaptable and understanding." (P8) 
 
"You come along with your western hat on ... you've got 
these clinical ideals ... it's not achievable. It made me 
understand the [local] team a little more." (P7) 
 
Participants appreciated learning new skills and acknowledged that this exposure and 
learning influenced their clinical practice back home. Participants valued the opportunity to 
support in-country therapists through training during clinical practice and by running larger 
workshops. This experience contributed towards their teaching skills and one participant 
highlighted that this enabled her to take on more teaching on return to the NHS. 
 
"I learned how to lift and do ridiculous transfers with 40-
centimetre height differences ... I learned a lot from that. I had 
to use it not  long after (on return to the UK) with a patient in 
the community who I found on the floor and we had to shift her 
immediately; we couldn't wait for the ambulance. Some of 
those skills came into play that I didn't have before. I'd never 
learned how to do those sorts of techniques." (P1) 
 
It was appreciated that the experience of being part of the response team contributed 
towards developing individual personal attributes, such as confidence. This was empowering 
and affirming. 
  “When I got back to UK I was thinking, right, well if I can do that 
  [training] to the people that I’d never met, via an interpreter, I 
  think I can certainly buck up my ideas in the UK and start doing 
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  presenting back here. When these opportunities came to me when 
  I was back, I felt like I could approach them much more confidently and 
  therefore present much more effectively.” (P3) 
 
The experience of a short-term response provided participants with opportunities to 
take on new roles in the UK. For some, the experience has been a trigger to build on their 
work in the humanitarian field.  
All participants expressed enthusiasm to be part of a responding team again, with one 
participant succinctly expressing their view saying they would respond again ‘in a heartbeat’. 
 
“I think it [the experience] gave me the confidence to go out and pursue 
other work overseas in the humanitarian context. Since then I have 
done three missions and I think that Gaza, career-wise was my 




The WHO (2016) published guidance and recommendations by requiring all 
responding emergency medical teams to integrate rehabilitation into their team. In December 
2016, the UK became the first country to have a dedicated, standalone, emergency 
rehabilitation team verified by the WHO. Furthermore, the WHO has published guidelines on 
rehabilitation specialist teams (Mills et al, 2018) and a handbook edited by Lathia et al (2020) 
supports the preparation of rehabilitation professionals for emergency settings. 
 
The rehabilitation professional role is relatively new. Consequently, learning and 
reflection after responding, which is vital for improved understanding of such roles – is in its 
early stages. This study has highlighted important considerations for the continuing 
development of future pre- and post-response training and education for rehabilitation 
professionals, and potential areas for further exploration and research. The following points 
prompt debate: overseas preparedness, the rehabilitation professional’s contribution, role 
clarity and the outcome of the response. 
 
Challenges 
Rehabilitation professionals experienced challenges across all stages of their overseas response. Emotional 
challenges were particularly discussed and these were wide ranging, reflecting findings from previous studies 
(Klappa et al, 2010; Rivers et al, 2013; Johal et al, 2016). Guilt was also experienced. Individuals struggled with 
leaving their NHS colleagues to carry their caseload at home, and were specifically concerned with the 
pressures this would place on them. These findings have implications for developing future pre- and post-
training and support, as studies by Rivers et al (2013) and Johal et al (2016) have highlighted. The specifics of 
training and support may be influenced by the nature of the response e.g. after conflict. For example, 
individuals may need to be encouraged to seek elected psychological support, despite the offer of this 
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following the response. 
The limited length of each rotational response was mentioned repeatedly within this 
study. Individuals questioned whether their individual three-week rotation was sufficient in 
making a difference to the local situation. This study has mainly focused on the individual 
perspective and not specifically the overall rehabilitation team and it seems reasonable 
therefore that an individual would question the value of their own impact, as they are 
responding for a short period of time. This study did not interview the response team leads 
and coordinators who were responsible for overseeing the entire period; including these 
individuals may have provided a wider perspective of the team as a whole, adding to the 
debate. However, making a difference was clearly important to participants. This probing by 
rehabilitation professionals about their contribution to a response, perhaps suggests that 
additional longer-term updates, and communication about the overall response (including 
lessons learnt) may assist in highlighting to individuals, how and where, they have made a 
difference. 
Since the importance of rehabilitation following humanitarian disaster is now 
recognised (WHO, 2016), measuring the success of any rehabilitation intervention is 
considered key in ensuring care provided in-country is both effective and appropriate 
(Cohen and Marino, 2000). Gohy et al (2016) have identified that using a tailored functional 
score can be relevant for trauma patients in Afghanistan and highlighted that physiotherapy 
is a necessity within this conflict environment. 
 
NHS support 
The majority of the rehabilitation professionals interviewed were NHS staff who were 
released as part of an agreement with their employer to be able to respond at short notice for 
up to three weeks to significant overseas emergencies. This allows for clinicians to be released 
of their normal duties. This study has illustrated that working in a new overseas environment 
may provide an opportunity for NHS staff to learn new skills, which may be potentially 
beneficial for both the individual their NHS team on return. These findings are in line with 
Crisp’s (2007) report for the Department of Health. Although concerns were expressed within 
this study over the short length of the individual response, releasing staff for any longer than 
three weeks would be challenging and likely to be met with resistance from NHS colleagues. 
This study suggests that future responses require NHS support and partnership working. Crisp 
(2007) confirms that providing established support to NHS staff who want to volunteer 
overseas to give their expertise is paramount, and recommends that for this to be successful, 
succinct partnership arrangements must be made to support staff being released so that they 
can easily return to their previous jobs. Crisp (2007) also recommends voluntary organisations 
and NGOs adopt and follow this policy. 
The aim of such short-term responses is to provide immediate emergency surge 
capacity, working alongside in-country colleagues and give training where required, with the 
goal for local staff to continue the longer-term rehabilitation response (WHO, 2016). 
Developing local capacity is crucial to avoid further disability, which is more commonly 
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observed in low and middle-income countries. The WHO (2016) recognise that organisations 
that can provide a longer-term response are in a better position to provide this support. Some 
uncertainty as to the contribution of their individual response for a relatively short rotation 
was expressed by some participants, as Gohy et al (2016) identified, and warrants further 
exploring. Future response teams may want to consider sharing additional types of feedback 
from in-country colleagues and patient beneficiaries. 
 
Confusion and clarification 
Some confusion about their role was expressed by a number of participants. This is 
anticipated, as any emergency is immediate, with minimal time for planning and 
organisation. At the time of these experiences, there was limited knowledge about the 
rehabilitation professional’s role after sudden-onset disaster, as described by Harrison 
(2017) and Lee (2014). The WHO’s Minimum Technical Standards and Recommendations for 
Rehabilitation has been published since the participants’ experiences and can further 
prepare respondents about the specifics of the role (WHO, 2016). However, the role is 
emerging and may need further exploration to improve clarity for responders, particularly in 
the initial phase of a response and this could be highlighted in preparedness training. Raising 
awareness about the essential role rehabilitation plays within a humanitarian context, and 
the contribution rehabilitation professionals have within responding medical teams, is also 
essential for the future, as illustrated by Gohy et al (2016).  
The findings from this study highlight that the response experience has contributed 
to the development of new skills and learning for responding physiotherapists and 
occupational therapists. This experience may therefore have supported individual 
professional development; however, exploring this in depth is beyond the remit of this 
specific study. There is opportunity for future work to further explore the consequences of 
these experiences on professional development and clinical practice. For example, on their 
return, did the responding rehabilitation professional utilise any new skill into their NHS 
team and/or patient care? And, how do these experiences contribute to emerging 
rehabilitation roles within the UK? 
 
Developing role and career 
The NHS is overstretched, as reported by the Kings Fund (Ham et al, 2012; Maguire et al, 
2016; Murray et al, 2016) and consequently the UK has strategically started to try and use 
their NHS workforce more effectively. Allied Health Professionals – and notably rehabilitation 
professionals – are now working effectively beyond their previous ‘traditional’ skill set within 
new healthcare settings such as emergency departments, GP practices, new specialist 
services and urgent pre- hospital care settings (Robertson et al, 2014; NHS England, 2017). 
The experience, knowledge and skills gained as part of an overseas team should be 
acknowledged as contributing to further opportunity and the developing role and career of 
the rehabilitation professionals in the UK. While this study contributes to the evidence base, 
there is clearly a need to increase awareness of the rehabilitation professional’s role within 
the emergency medical teams by developing this understanding through further study. The 
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This research explored the experiences of physiotherapists and occupational therapists 
responding to two different situations, one after a conflict, and the other following an 
earthquake. Although the experiences contributed to common themes, the different 
response settings were not compared. Whilst not excluded from the interview criteria, it 
happened that the team leaders and co-ordinators were not interviewed; their experiences 
may have influenced the themes. The sample of participants allowed for in-depth 
descriptions of personal experience however additional participants may have developed the 
final themes further (four rehabilitation professionals did not respond to the interview 
invitation). Interviews took place sometime after participants had responded; it is possible 
that recall bias may have influenced findings. 
The main researchers had been members of these responding rehabilitation teams. 
They were aware of their own experiences and that this position could potentially influence 
the research process. However, this background facilitated establishing an easy rapport with 
participants for the purpose of the interviews. Furthermore, their position was recognised as a 
resource to guide data gathering and interpretation. This possible influence on the interview 
process was recognised through reflexivity and the writing of reflective notes (Sanjari et al, 
2014). That said, the study would have gained further credibility if it had undertaken member 




This study is timely considering recent guidance and recommendations by the WHO requiring 
rehabilitation to be considered at the immediate stage of an emergency medical teams 
response. This study illustrates the experiences of UK-based rehabilitation professionals – 
physiotherapists and occupational therapists specifically – on short-term rotational responses 
as part of an emergency team. Findings were overall positive. The length of the response was 
logistically possible. Responding was an opportunity to share and gain skills. Challenges 
experienced resonate with findings from previous research and include adjusting to a different 
culture, coping with personal emotions and uncertainty as to the longer-term contribution of 
the response. Professional opportunities arose afterwards. 
Findings have implications for developing future pre- and post-response training and 
support. Further research is recommended to explore the outcomes of a short-term response 
as part of a longer response, including the perspectives of beneficiaries, for example, and the 
impact on return to work in the NHS. Furthermore, further research can continue to develop 
understanding of the rehabilitation professional’s role in a responding team to improve the 
profile of this professional group, gain recognition and raise awareness of their essential key 
skills in an overseas emergency response. The opportunity to undertake collaborative 





 The role of rehabilitation professionals within an emergency medical 
team is new 
 Rehabilitation professionals have a role following sudden-onset 
disaster management 
 The role can be associated with challenges. Appreciation of these 
can contribute to preparedness training 
 There have been personal and professional development opportunities for 
UK rehabilitation professionals who have responded to sudden-onset 
disaster 
 Further research is recommended to explore the outcomes of a short-
term response as part of a longer response, including the perspectives 
of others 
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